MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ' PHgry
PERARTHENT OF PuaL.&;;ﬁ:lELE?D?ﬂr‘:::o wEL,ARE_glsruman Ragistration District Ne, --lm-s..lagum” No. -...SM STATE FILE NUMB

DO NOT WRITE
QN THIS $TUB AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (W'hnu deceased lived. If institution: Residance before

s. COUNTY 8. STATE MO. b. cou%mcot edmission)
b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY tnside Limita

OR OR

TOWN Ste louls, Mo, TOWN Caruthersvills. Yes Gf No DD
e. FULL NA.ME OF {If NOT in hospital, give location} Inside Limits d, STREET f 3 R 3 <

HOSPITAL Of b ! e ADDRESS (if cutside, give location) Reside on Farm

"““””"""Hissourj. Baptist Hos pital- Yﬂm No O 1516 W 1 Yas [ Mo (F

. NAME OF DECEASED First Middle Last 4. DATE Month Day © Year
o]

{Type or print} . £
Carless Je Williams DEATH May 10, 1963
. SEX & COLOR OR RACE 7. Married [J  Never Married [ [8, DATE or BIRTH | 9 AGE {lust birthday) | (F UNDER | YEAR IF UNDER 24 HR
Female ¥White Widowed [fI Divorced [ | 2 /12 189 3 70 Months | Days | Hours [ Min.
10a. USUAL OCCUPATION (Give kind of work dona | 106. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and siate or country) | 12. CITIZEN OF WHAT COUNTRY
d ing life, if retired
OTELH Lo e en ifretied) | A4 Home Tenn. UeSah e

13a. FATHER'S- NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF RUSBAND CR WIFE
Sam Tidwell. Catherine Johnson William M,
15. WAS DECEA?ED EVER N US ARMED FORCE NO. 17. INFORMANT Addrass
(Yes, ne,nrdmknown)l (IMQNQ war of dates o R- 1" Williams, 9535 Edmm.d,
R e e L geland, Hos ST
IMMEDIATE CAUSE {d] ' : -

L}
Conditions, if sny, DUE TO [b) M\ﬁ—o ‘ m /ud'-'vzth

which gave riu(t;)

above cause (a),

stating "the under- 4 K i
|V‘I’ng cavse  [ast. DUE 1O [c) __ 2’& 0

FART 1. OTHER SIGNIFICANT. CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminat PART 1Il. if decasssd war female™ was
*  disease condition gi in P | (a) thare a prmnunw 90 ‘days.

A QA;MYV\-’\ ITS ar -&. @a-’eh— 'IDVe-J_Mo lDUnknown-

19. WAS AUTOPSY 20a. ACCIDENT S?DE HO! IDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in.PART | or PART II of item 18.)
0 ~,
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

PERF, D?
No O3

Zoc TIMEOF  Houf  Month, Day, Yoar |
INJURY a.m.
pam. -

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about hame, [ 20f. CiTY, TOWN, OR LOCATION
WHILE AT WORK [ farm, factory, street, office bidg., etc.) =
NCT WHILE AT WORK [ A , 4

rl

Sy oy - - -
21, l.attended the deceased from '2 . /ﬂ}&)_@. ta. ancl last uw*:.alive o

Death /ﬂ\rud n__é.r_a‘g_km_ _m on the date siated sbove, snd 1o the best of my knowledge, from couses stated.

22a; SIGW f ‘ ,L_Degree or m%' ‘6 , ?:qnnnnessai ! Z E # 4.“—(’ % ;2;!;;; SIGNE

§
%3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATfON [City, town, or county) (State) /

nEﬁog‘;ﬂL ‘Specgli-{y, E=l3-53 ' Ca.rutheraville 9 Mo. .
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. "| 26. WIW
Albert H. Hoppe Inc.,

MEDICAL CERTIFICATION

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me,

or by . - Student Embsimer No.

.

working under my parsonal supervision.

Student

Signature of Student Embalmer

s Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hfs OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). -

h If embalmed By a STUDENT, he also shall sign in his OWN handwriting.
¥ this hady is nof emba!med fact shou!d be so stated above.

e -




